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CASE REPORT
Ectopic pancreas is pancreatic tissue found out-
side the usual anatomic location. It is often an
incidental finding at different sites in the gas-
trointestinal (GI) tract.1 The incidence of ectopic
pancreatic tissue in autopsy series is 1–2%, with
70% of the ectopic lesions found in the stomach,
duodenum, and jejunum.2 Although usually a
silent anomaly, an ectopic pancreas may become
clinically evident when complicated by inflam-
mation, bleeding, obstruction, or malignant trans-
formation. We report a case of ectopic pancreas
located in the ileum and presenting as obscure
GI bleeding, which was diagnosed by capsule 
endoscopy.
Case Report
A 35-year-old man had noted intermittent dark
bloody stool for 2 months, accompanied by epi-
gastric pain and postprandial abdominal fullness.
He was admitted to another hospital, where esoph-
agogastroduodenoscopy (EGD) and colonoscopy
did not reveal anything. His epigastric pain im-
proved with antacids, and he was discharged.
However, he then developed poor appetite for
about 1 month, lost 10 kg over the same period,
and again had some bloody stools. He denied
any other change in bowel habits or a history 
of hemorrhoids. He was referred to our hospital
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Ectopic pancreas, an uncommon submucosal tumor in the gastrointestinal (GI) tract, is histologically
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for further evaluation of the obscure GI bleeding.
We performed capsule endoscopy, which revealed
a red polyp with a stalk located in the ileum
(Figure 1). The lesion could not be seen on small
bowel barium follow-through. He was admitted
for further evaluation and treatment.
Physical examination on admission was unre-
markable. His hemoglobin was 14.6 g/dL (normal,
11.5–15 g/dL) and hematocrit 42.5% (normal,
35.0–47.0%). The carcinoembryonic antigen level
was 0.82 ng/mL (normal, < 5.00 ng/mL). An ab-
dominal computed tomography scan revealed no
significant abnormalities. Laparotomy was per-
formed to look for the ileal polyp. Located 60 cm
proximal to the ileocecal valve was an umbilication
in the serosal surface of the ileum (Figure 2A). 
A 2.5 × 1 cm polyp with an ulcerated tip was
noted in the gross specimen (Figure 2B). Histologic
examination revealed a polypoid lesion with a
3 mm diameter focus of ectopic pancreatic tissue
within the submucosa (Figure 3A). It included
acinar cells and a secretory duct (Figure 3B). The
patient recovered from surgery well and had no
further GI symptoms.
Discussion
Ectopic pancreas (also called pancreatic hetero-
topia or aberrant pancreas) is tissue histologically
Figure 1. A red polyp (arrowheads) with a stalk (arrows) is
seen in the ileum on capsule endoscopy.
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Figure 2. (A) Umbilication is seen on the serosal surface of the ileum, 60 cm proximal to the ileocecal valve. (B) Gross
view of the 2.5 × 1 cm polyp on the mucosal surface. Arrow = stalk; arrowhead = ulcerated tip.
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Figure 3. Pancreatic acinus structures and secretory ducts seen in the submucosa, 3 mm in diameter (hematoxylin &
eosin): (A) 20×; (B) 200×.
similar to normal pancreatic tissue found else-
where other than its usual location and without
an anatomic or vascular connection with the pan-
creas itself.3 The most plausible explanation for this
phenomenon is migration and/or rests of branch-
ing pancreatic tissue buds during embryogenesis.
Grossly, an ectopic pancreas generally ranges from
0.2 to 3.0 cm in its greatest dimension (average,
1.1 cm) and is usually a well-circumscribed, soft,
rubbery, yellow, submucosal or intramural mass.4
Histologically, ectopic pancreas is divided into
four types: type I, total ectopic pancreas, is com-
posed of all pancreatic cell types; type II contains
pancreatic ducts only; type III is composed of aci-
nar cells only; and type IV is composed of islet cells
only.5 Our patient’s lesion was most consistent
with type I, although no islet cells were identified.
Ectopic pancreas has been reported to occur
throughout the digestive tract, the most frequent
site being the upper gut, including the stomach
(25–38.2%), duodenum (17–36.3%), and je-
junum (15–21.7%).6,7 Uncommon locations 
include the colon, spleen, liver, biliary tract,
mesentery, and lymph nodes.6 Ectopic pancreas is
rarely found in the ileum.8 It is typically discovered
incidentally during radiographic or endoscopic
examination of the gut, at surgical exploration,
or autopsy.9,10 On upper GI barium studies, it usu-
ally appears as a well-delineated submucosal filling
defect with a characteristic central indentation.
Endoscopically, the lesion is a small submucosal
tumor with a characteristic central compression
or umbilication. The appearance alone, however, is
usually not enough to make a definitive diagnosis
of ectopic pancreas preoperatively.10
Most patients with ectopic pancreas are
symptom-free.11 When symptoms do occur, com-
plaints may include abdominal pain, nausea, vom-
iting, anemia, weight loss, and melena, that are so
nonspecific as to be of little help in identifying
the lesion.8 In a series of 17 patients, the most fre-
quent symptoms and signs were epigastric pain
(77%), abdominal fullness (30%), and tarry stools
(24%).10 Our patient presented with epigastric
pain and obscure GI bleeding. Despite extensive
investigations, the only examination that revealed
the patient’s small polyp was wireless capsule 
endoscopy.
Obscure GI bleeding has been defined as
bleeding of unknown origin that persists or re-
curs after an initial negative endoscopic evalua-
tion, including colonoscopy and/or EGD.12 The
source is obscure in approximately 5% of all pa-
tients with GI bleeding, and the majority of lesions
causing obscure GI bleeding are eventually found
to be in the small intestine.13,14,16 Therefore, if 
a thorough conventional evaluation of GI bleed-
ing has failed to demonstrate a source, it is rea-
sonable to proceed with further evaluation of the
small intestine.13 However, even then, currently
available techniques such as enteroscopy and bar-
ium contrast radiography frequently fail to define
the source of bleeding. Push enteroscopy only
evaluates the proximal small bowel, and barium
contrast studies are not very sensitive for small
lesions.15
In our patient, capsule endoscopy was the only
examination that yielded a clue as to the source
of the GI bleeding. Capsule endoscopy, a new
technique for visualizing the small bowel, has high
sensitivity and specificity for detecting a bleeding
source in patients with obscure GI bleeding.17 In 
a retrospective study of 191 patients undergoing a
total of 195 examinations with capsule endoscopy,
the entire small bowel was adequately visualized
in 78.4% of the examinations. Of the 151 patients
in the series with obscure GI bleeding or anemia,
a source was identified in 56.2% cases.18 This is
superior to barium contrast radiography and push
enteroscopy.19 A German multicenter trial of 56
patients compared capsule endoscopy with push
enteroscopy, enteroclysis, and angiography and
found it to have a higher diagnostic yield than
the standard tests (68% vs. 38%).20 It appears, then,
that capsule endoscopy may help with manage-
ment decisions and perhaps replace other more
complex or invasive tests. In addition, in a study
of 21 patients comparing capsule endoscopy with
push enteroscopy, all patients expressed a prefer-
ence for capsule endoscopy and said they would
undergo capsule endoscopy again if necessary.21
Capsule endoscopy provides high-quality images
H.L. Chen, et al
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with a negligible rate of adverse events and com-
plications.14 Wireless capsule endoscopy can be
recommended as part of the routine work-up in pa-
tients with obscure GI bleeding or iron-deficiency
anemia.17,18
In conclusion, our case illustrates one of the
possible causes of obscure GI bleeding, namely,
ectopic pancreas. Once conventional studies of
the bowel have failed to demonstrate a source of
bleeding, the challenge is to decide what further
investigations should be undertaken. Capsule
endoscopy seems to be a good addition to the
available methods. It certainly was the key to solv-
ing our patient’s problem.
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